Schizophrenia is a severe mental health problem, associated with life-long disability, poor quality of life and high societal and economic costs. 1, 2 Suicide is a leading cause of premature death in people with schizophrenia diagnoses. 3, 4 The estimated lifetime risk of death by suicide in people with schizophrenia has been reported as around 10%. 5 Although exposure to negative stressors can be central in the pathway to suicidal thoughts and behaviours, there is evidence that people with a diagnosis of schizophrenia can be resilient to the impact of suicide triggers. [6] [7] [8] [9] There are inconsistencies in the ways psychological resilience is conceptualised and defined. 10, 11 Definitions of resilience have included conceptualisations as a trait, as an outcome and as a process. 12, 13 More recently, multicomponential, dynamic definitions including all three conceptualisations have been proposed to fully encompass the complexity of resilience across both individual and societal levels. 13 For example, a recent literature review identified resilience as a dynamic process, encompassing immunity, growth and bouncing back, and as a characteristic, including personal and social resources.
14 In relation to the three conceptualisations, the current study defined psychological resilience as outcomes, attributes or processes of coping with, adapting to and rebounding from adverse events. [13] [14] [15] [16] Several studies have examined psychological resilience to suicidal experiences in people with schizophrenia. 7, [17] [18] [19] [20] A qualitative study reported a spectrum of psychological factors including passive acceptance, resistance (inner strength, getting on with things, withstanding pressure), and active responses (cognitive and emotional coping strategies) as potentially contributing to psychological resilience. 7 However, the study focused on factors that promoted resilience to negative life events and stressors (for example experiencing psychosis symptoms, hearing voices) as opposed to suicidal experiences, specifically. A mixed-methods study found that perceived social support from friends and family countered suicidal thoughts, potentially contributing to psychological resilience. 17 A criticism of the study is that it used a vignette describing a character with psychosis and suicidal experiences, rather than examining individual accounts of such experiences. In order to understand the concept of psychological resilience to suicidal experiences, it is essential to examine it in individuals who have had such experiences.
Research aim
The current evidence is limited in two ways. First, largely missing from the literature is the in-depth investigation of the unique perspectives of individuals with experiences of suicidal thoughts and behaviours and schizophrenia diagnoses. No work to date has examined the factors perceived by people with schizophrenia diagnoses to be related to psychological resilience to suicidal experiences. Second, most studies investigating psychological resilience have primarily relied on questionnaire designs. 19, 20 This methodological approach may not capture the complex relationships between psychological resilience and suicidal experiences. Therefore, the aim of this study was to examine which factors contribute to psychological resilience to suicidal experiences from the perspectives of individuals with schizophrenia diagnoses.
Method Design
A qualitative design was used involving semi-structured, face-toface interviews. This interview format was considered most appropriate for addressing the research aims because of its flexibility and the opportunity to explore perceptions and experiences as they were disclosed. 21 
Participants and recruitment
The participant inclusion criteria are presented in Appendix 1. A self-selected approach to sampling was adopted. 22 Participants with the relevant mental health and suicidal experiences (i.e. lifetime suicidal thoughts and/or suicide attempts) were recruited from the National Health Service (for example community, early intervention and recovery mental health services, rehabilitation units) and self-help groups. In particular, participants were identified by mental health professionals (such as care coordinators) and informed about the study. Potential participants could self-refer to the study via posters displayed at mental health services and selfhelp groups (for example the Hearing Voices Network).
Procedure
The authors assert that all procedures contributing to this work comply with the ethical standards of the relevant national and institutional committees on human experimentation and with the Helsinki Declaration of 1975, as revised in 2008. All procedures were approved by North West -Greater Manchester Central Research Ethics Committee (17/NW/0211). Written informed consent was obtained from all participants.
A topic guide for semi-structured interviews facilitated in-depth examination of experiences 23 (see Appendix 2 for the topic guide). It was developed from a review of the literature and consultations with individuals with suicidal experiences. Interviews covered three broad topics: (a) experiences of managing suicidal experiences, (b) factors that were perceived as conferring resilience to suicidal experiences, and (c) understanding of the concept of psychological resilience. Individual understanding of factors that contributed to psychological resilience were used during the interviews. This helped contextualise people's experiences of getting through times when they were feeling suicidal, providing further understanding of the concept of psychological resilience. Participants were interviewed in person by K.H. Participants also provided details about their age, gender, ethnicity, occupation, living arrangements, relationship status and diagnosis. Before and after the interview, participants completed a visual analogue scale (VAS), ranging from 0 (lowest mood) to 100 (best mood possible), to monitor changes in mood as a result of participating in the study. 24 In addition, a risk protocol, developed collaboratively with patients, assured appropriate sensitivity to the context of interviewing participants who may experience distress following an interview. At the end of each interview, a task for inducing positive mood states was completed that aimed to minimise potential distress as a result of the interview. 24, 25 This task included thinking about positive personal characteristics that people liked or felt proud of, or remembering enjoyable activities or life events. Participants took part in the task, if they wished. This technique has been used by members of the research team in a range of previous studies. 25, 26 
Data analysis
Interviews were audio-recorded and transcribed verbatim, at which point identifying information, such as names and places, was removed. NVivo qualitative data analysis software 27 facilitated analysis. An inductive thematic analysis identifying semantic and latent codes and themes across the data corpus was used. 28 A semantic level of analysis helped understand participants' descriptions of experiences, whereas a latent level of analysis facilitated the exploration of underlying assumptions and ideologies beyond the surface level of understanding. 28, 29 Thematic analysis was selected because it offers a flexible and systematic approach to examining individual experiences and perceptions. 28 The data analysis was conducted by K.H., with S.P., P.G. and G.H. contributing to critical discussions of analytic interpretations. 30 Two steps were taken to ensure trustworthiness of the analysis. 31 First, a subset of the transcripts was read and coded by members of the research team, followed by a discussion of initial codes and themes suggested by the data. Second, Braun and Clarke's checklist of 15 strategies was followed throughout the study. 28 As data collection and analysis were conducted concomitantly, the topic guide was revised iteratively to include ideas arising from the analysis. 32, 33 The formulation of codes and themes was discussed and reviewed by all authors as the study progressed. Data collection terminated when incoming data yielded no new themes and codes relevant to the research question. 34 
Results
Participants' characteristics are presented in Table 1 . In total, 33 individuals were approached. Eighteen of those self-referred and 15 were referred to the study by mental health staff. Two of the individuals who self-referred and two who the staff referred were not eligible to participate because of having mental health problems other than schizophrenia. A further six of the self-referred and three of the staff-referred individuals withdrew prior to consenting to be interviewed for unknown reasons. The final sample comprised 20 participants. Interviews ranged between 15 and 207 min (mean 111 min; median 52 min). All participants reported past suicidal experiences, such as suicidal thoughts, plans, attempts and/or self-harm. Eight participants reported past suicide attempts. Four participants were experiencing suicidal thoughts around the time of the interview.
The scores on the mood VAS ranged between 30 and 90 out of a maximum 100 at the beginning of the interview (mean 62. 50 
Psychological resilience as an ongoing effort
This overarching theme describes participants' perception of psychological resilience as an ongoing effort to effectively manage psychosis and the concomitant suicidal thoughts and behaviours: 'Put the effort in and you'll get there in the end…You keep going and you'll get there at the end.' (participant 2, man). Experiences of psychotic symptoms and suicidal thoughts and behaviours were reported to be inextricably linked. Therefore, ability to cope with psychotic symptoms was perceived as reducing the severity of suicidal experiences. Participants were determined to 'get on with life' (participant 10, man) and 'carry on' (participant 9, man), despite the intensity of their psychotic symptoms: '…I'd have killed myself by now if I wasn't resilient.
[…] I managed to keep going, even though I was hearing voices.' (participant 14, woman). It was individuals' initiative and effort to maintain their well-being that was reported to subsequently reduce suicidal experiences: 'I'm trying to push myself to get better because the medicine will only do so much. You've got to help yourself as well.' (participant 11, man). This ongoing effort to keep well was reported to encompass three aspects: (a) understanding experiences; (b) active behaviours; and (c) relationship dynamics (see Fig. 1 for a conceptual model).
Theme 1: understanding experiences
This theme highlights having an understanding of personal suicidal experiences and a purpose in life as key aspects of developing psychological resilience to suicidal thoughts and behaviours. Understanding was based on individuals' perceptions of their experiences and the different ways they made sense of these over time. The process of understanding lead to reconciliation to and acceptance of these experiences, and ultimately, finding purpose in life. These were described as active, effortful processes that took time to develop.
Reconciliation to mental health experiences
Participants reported that it was important to understand the causes of their suicidal experiences, in order to be able to address and manage them effectively: 'I wish I had more of an understanding on it [suicidal experience] because, it's like anything, if you understand that it's wrong, in your mind you know it's wrong.' (participant 17, woman).
'Insight into the illness is everything because you can then say, "right, these thoughts are happening because…".' (participant 12, woman)
For most participants, psychotic experiences, such as command hallucinations and delusions, were key contributing factors to suicidal thoughts and acts. Participants described a period of actively seeking an explanation for the origin of psychosis and the subsequent suicidal experiences through educating themselves:
'I was trying really hard and I was developing insight, getting educated and thinking about myself, how's this happened to me, how did it happen, how can I stop that happening, how can I move forward.' (participant 1, man)
Having a coherent understanding of psychotic experiences was seen as an essential aspect of recognising and managing suicidal thoughts and behaviours. From participants' perspectives, psychological resilience was shaped by previous experiences of psychosis and suicidal thoughts and behaviours: 'It's just experience of the illness and the nature of the illness and know what it is and things like that.' (participant 3, man). The ability to resist the voices that were telling participants to self-harm or take their own life developed through an understanding of the mental health problem, which was absent during the initial stages of psychosis. The longer people experienced such problems, the better they perceived were able to manage them effectively:
'When I first got diagnosed, I did it [self-harm] quite a lot because it was scary seeing things in my head and that. They [the voices] were telling me to do that, but I know better now […] to challenge them, if you like, challenge the voices.' (participant 11, man) Participants described that their ability to rationalise their experiences helped them to not go through with a suicide attempt, and in turn, contributed to psychological resilience. They underwent a process of intermittent rationalisation, often during times of crisis, when they were able to recognise that the suicidal thoughts and behaviours were related to psychosis:
'I have periods -it could be five minutes in the day -that I'm rational. So, it's like convincing myself that it was my illness that was the reason I was having these thoughts and not the actual fact that I was poisoning people […] it was only those thoughts that were making me suicidal.' (participant 12, woman)
Participants explained that over the years of learning about and understanding the nature of their psychosis and suicidal thoughts and behaviours, they eventually became reconciled to them: 'I think it's experience. The more you experience, the more you get to understand.' (participant 9, men). Learning to live with these experiences and accepting them as part of life took time. This process emphasised the dynamic nature of psychological resilience ('it comes, and it goes.' participant 7, woman). Participants reasoned that their suicidal thoughts did not necessarily define them as individuals but were perceived as aspects of life that they had to Having desire to develop personally and professionally was another example of a specific reason to live that could contribute to resilience to suicidal experiences: 'I want to make a name for myself […] . I want to go back to college to learn some barbering and hopefully start working at some point again.' (participant 11, male). Therefore, having a sense of security, responsibility to others and a desire for personal development were reported as key precursors in determining individual reasons to live that contributed to building and maintaining psychological resilience to suicidal experiences.
Theme 2: active behaviours
This theme encompasses a range of behaviours that participants described as helpful in coping with suicidal thoughts and behaviours and developing resilience to such experiences. These behaviours included talking to people and keeping occupied.
Talking to people
Participants explained that talking to people about their experiences of suicide had a cathartic effect: 'it is better to tell the truth of how you feel completely… because, then you have opened up, so, get it off your chest.' (participant 15, man). Talking about these Harris et al experiences was challenging because of the emotional nature of the topic: 'it's depressing -people don't like mental health problems.' (participant 9, man). However, talking to others was perceived as important and necessary for improving well-being and not feeling alone:
'I don't have any tips and pointers on how to stop feeling suicidal, other than to talk to people… I know, it might upset people but it's just, when you are having feelings of suicide, and you feel like ending it all, it's just, it can be a very lonely place.' (participant 1, man) '…a problem shared, is a problem halved. It shows you are not in a boat by yourself sorta thing, so… You're not feeling this and maybe talking to someone else can help you.' (participant 3, man)
Finding out that there were other people with similar experiences, through talking, made participants feel less alone and gave them the perception that they can get through times of crisis: '…the more I talked to people, the more I realised I weren't on my own in this bullshit; it made me feel safer and better.' (participant 6, woman).
The therapeutic effect talking had on the individual was a worthwhile endeavour, potentially reducing the psychological distress of psychotic and suicidal experiences and improving confidence: 'It [talking] helps a lot. It's good to mix with people and that… It gives you confidence.' (participant 9, man).
Keeping occupied ('I do anything to take my mind off suicide')
Performing daily activities and routines that required a level of concentration helped surpress thoughts of suicide. Examples were numerous (for example reading, listening to music, cooking, cleaning, going for a walk/to the gym, watching television, playing computer games): 'I like cooking. It just takes your mind away […] you need to distract yourself in some way.' (participant 2, man). Although participants identified the importance of keeping busy in countering suicidal thoughts and behaviours, they were not clear why or how this helped: 'I don't know. They [distractions] just do help. Don't ask me how they do.' (participant 13, woman). It is important to note that keeping busy did not completely remove the thoughts of suicide but was perceived as a way of weakening their impact on individuals: 'It [music] takes the edge off it [the suicidal thought] but doesn't completely get rid of it… it's easier to manage.' (participant 3, man).
Importantly, although distracting activities appeared helpful in ameliorating suicidal thoughts, some participants described the opposite experience:
'I've got a list of things that the crisis team drew up for me […] like try to watch the telly or I listen to music, or have a shower… Sometimes I get to the end of the list and I've tried everything, and it doesn't work.' (participant 16, woman) It was not clear why the identified activities that helped ameliorate suicidal thoughts were sometimes deemed as ineffective, but it appeared to relate to the perceived distress and severity of psychotic experiences: 'I can resist them [the voices] for a few days and then… I just give up fighting. Sometimes it can go on and on, and on, and I just ignore it for so long. You can only take so much before you give in to it.' (participant 11, man). In such instances, the role of significant others and mental health professionals in supporting individuals was essential.
Theme 3: relationship dynamics
This theme highlights the important role of significant others, such as family and friends, and mental health professionals in building individual resilience to suicidal thoughts and behaviours. It should be noted that, in some cases, feeling supported by others was instrumental in times of crisis, whereas in others actively seeking and maintaining supportive relationships was key in coping with suicidal experiences and developing psychological resilience.
Feeling supported by significant others Significant others were reported to have a key role in helping develop psychological resilience to suicidal experiences. Participants also emphasised the role of significant others in making them feel supported and loved, which was key to building and maintaining psychological resilience to suicide:
'I have got a lot of support at home and a loving family, I think that helps a lot. I sometimes think to myself […] if [people] haven't got a family to support them, then that [suicidal experience] can affect them more.' (participant 15, man) However, some participants felt that they lacked this source of support or felt unable to seek input from family or friends because they did not want to be perceived as a burden or to be rejected:
'Well, you can bounce off them [friends], can't you? But if you become a pain, then you're back to suicide on your own because they just reject you.' (participant 8, man)
Feeling supported by mental health professionals
Mental health professionals were seen as having a crucial role in providing support, particularly at times of crisis or when individuals' suicidal experiences felt too severe and difficult to cope with. It was at these times that participants perceived their psychological resilience to be at its weakest. In those cases, they tended to seek support from mental health professionals, such as care coordinators or crisis teams: 'If the [suicidal] thought's there but it's not as strong, I can just get on with my day-to-day business because I'm used to it. If it's stronger, then that's when I'll ring my CPN [community psychiatric nurse].' (participant 11, man). This emphasised the role of mental health services in providing support for individuals in managing their suicidal experiences: 'I'm cared for, it's the fact that the effort has been made by me and the care community around me…' (participant 8, man).
Participants believed that, in order to maintain psychological resilience and rebound from suicidal experiences, having supportive and caring professionals was key. Furthermore, the described changes in the levels of psychological resilience in relation to the severity of suicidal thoughts and acts highlighted psychological resilience as a dynamic concept:
'But resilience is something that develops, isn't it? If you [the health professional] are able to say to a patient, "Look, you've been at rock bottom, you've come out. You've been resilient, you've become stronger," it builds your confidence up.' (participant 12, woman)
Providing support when it was most needed and reminding individuals about past experiences of resilience, were aspects of care which professionals could prioritise to help strengthen psychological resilience.
Discussion

Main findings
This is the first study to investigate factors that contribute to psychological resilience to suicidal thoughts and behaviours from the unique perspectives of individuals with a diagnosis of Psychological resilience, suicidal thoughts and schizophrenia schizophrenia. An important, novel contribution was that a dynamic model capturing psychological resilience to suicidal experiences in people with schizophrenia was developed, based on the data, which has the potential to inform clinical practice (see Fig. 1 for a conceptual model) . Maintaining psychological resilience appeared to be difficult, particularly during times of being psychologically unwell, hence leaving individuals vulnerable to suicidal thoughts and behaviours. Psychological resilience to suicidal thoughts and behaviours was described as a complex, dynamic, temporal process that required substantial effort on behalf of the individual. This process included developing understanding of experiences with respect to psychotic symptoms, and the thoughts, plans and urges to attempt suicide, active behaviours (i.e. talking to others, keeping occupied) and relationship dynamics (i.e. feeling supported by others).
A criticism of the concept of resilience is that the definitions generated in the extant literature lack precision, and the psychological mechanisms underpinning the concept are therefore poorly understood.
14 It has been proposed that psychological resilience mechanisms can be captured using a multicomponential, dynamic approach. 13, 19, 35 Five models can be identified that are important in understanding psychological resilience, including the unidimensional ('two poles'), two-dimensional (buffering), recovery, maintenance and psychological immunity models 8, [35] [36] [37] [38] (see Appendix 3 for description of the resilience models).
The findings of this study support a multicomponential, temporally dynamic approach to understanding psychological resilience to suicide that is in accord with the five resilience models. The results suggest that the unidimensional and psychological immunity models are inadequate to explain the complex concept of psychological resilience. No participant attributed their psychological resilience to the absence of suicide triggers or to being immune to the negative impact of suicide triggers on their wellbeing. On the contrary, suicidal experiences were associated with great psychological distress that had a major impact on the participants' well-being. Instead, suicide triggers were perceived as perpetual factors that had to be actively buffered against, in an effort to maintain well-being, in the process of returning to previous levels of functioning. Therefore, a multicomponential approach to understanding psychological resilience, integrating buffering, recovery and maintenance factors appears to be the most optimal. Developing a resilience framework from a multifaceted theoretical and conceptual perspective clearly identifies a focus for evidencebased future resilience work. 13, 39, 40 In the current study, individuals indicated that psychological resilience to suicidal thoughts and acts developed through the experience of countering the impact of psychotic symptoms, suicidal experiences and their influence on well-being. This resonated with the two-dimensional (buffering) and maintenance resilience models and with evidence from the extant literature that conceptualises psychological resilience as a dynamic process and is counter to the literature that presents it as a static entity or a personality trait. 41, 42 It has been suggested that psychological resilience exists on a continuum that fluctuates to varying degrees, depending on the stressors and protective factors present during different life circumstances. 43 Hence, an individual who is resilient to a particular suicidal experience may not necessarily continue to be resilient if the circumstances surrounding these experiences have altered. This notion further supports the proposition for a dynamic approach to conceptualising psychological resilience.
The participants in this study considered psychological resilience to suicidal experiences an effortful endeavour that included developing understanding, active behaviours and feeling supported by others. This resonated with the two-dimensional (buffering), maintenance and recovery resilience models and the wider research that characterises recovery from psychosis as an ongoing process rather than an end result of an absence of symptoms. 44, 45 Highlighting psychological resilience as a dynamic process corroborates extant conceptualisations of resilience as an effort to integrate experiences and move forward. 46, 47 For example, a qualitative study investigating experiences of a first episode of psychosis identified two key themes, namely tenacity, which required long-term effort, and rebounding. 48 Additional resources such as determination and support from others were described as resilience mechanisms. 48 The results of that study identify a potential mechanism of effortful tenacity, bouncing back and social support. 48 There appear to be a variety of interlinked factors reported in the wider literature that overlap with the current results and may contribute to psychological resilience. The findings of the current study in relation to developing understanding and purpose, and active behaviours should be investigated more robustly in order to elucidate potential resilience mechanisms and factors to focus on when developing and maintaining individual psychological resilience, specifically to suicidal thoughts and behaviours.
Participants described that maintaining psychological resilience appeared to be difficult, particularly during times of being psychologically unwell, hence leaving individuals vulnerable to suicidal thoughts and behaviours. In such instances, actively seeking and receiving support from significant others and mental health professionals was considered of paramount importance. A particular contribution of the conceptual resilience model developed in this study related to the importance of feeling supported by mental health professionals and significant others in developing and maintaining psychological resilience to suicidal thoughts and behaviours. This aspect of perceived support is not explicitly featured in any of the existing models of resilience. 8, [35] [36] [37] [38] The role of perceived social support in reducing the severity of suicidal thoughts and behaviours is in accord with a vast body of research including individuals with severe mental health problems, such as schizophrenia, depression, anxiety, posttraumatic stress disorder and bipolar disorder. 7, 17, 19, 20, 26, 49, 50 These studies indicate that feeling supported by others may be a transdiagnostic resilience factor that reduces suicidal thoughts and behaviours and, therefore, warrants incorporation into multicomponential models of resilience. The current findings also highlighted psychosis-specific aspects of psychological resilience that related to understanding psychosis and the suicidal experiences that may ensue. It is possible that certain psychological factors, such as perceived social support, are part of a general transdiagnostic mechanism, applicable to different mental health problems, but other factors, such as psychosis symptoms, are moderated by aspects pertinent to a particular mental health problem. 6 
Limitations
The study has four limitations that warrant discussion. First, those who participated were potentially the most interested in the study topic or most willing to openly talk about their experiences, resulting in self-selection bias. 51 The findings, therefore, may not reflect the experiences of those who feel less willing to discuss their experiences and who may feel less able to manage their suicidal thoughts and urges. Second, the current findings are limited by the number of individuals who took part in the interviews. This has particular implications for the generalisability of the data to other studies. 52 Although saturation was achieved, indicating the data corpus was sufficient to reach its conclusions, it may not capture the full range of experiences of psychosis and suicide. Hence, further research is needed to test the applicability of the conceptual model to the wider clinical population. Third, the majority of the participants were white British, which further limits the generalisability of the findings to other cultural backgrounds. Research has shown considerable underrepresentation of black and minority ethnic groups in mental health services. 53, 54 It is important to identify alternative sources of psychological resilience and strategies to facilitate access to mental health services by black and minority ethnic populations. This represents a clear objective for future research in this area. Fourth, only individuals under the care of mental health services were recruited into the study. These groups may have additional experiences of psychological resilience and different sources of support that were not captured, in particular their perceptions of health service staff as sources of support may be overrepresented.
Clinical implications
There are two main implications of this study for clinical practice. First, involving both significant others and mental health professionals in treatment plans that aim to develop psychological resilience was perceived as crucial by the participants. This was a key aspect of the conceptual resilience model developed in this study. The model could inform mental health professionals about what factors to prioritise in order to help develop and maintain psychological resilience in people. For example, professionals may play a role in consolidating previous instances of effectively coping with suicidal experiences, subsequently developing psychological resilience to future circumstance that can escalate suicidal experiences. Moreover, provision of support from mental health services should be a key consideration within suicide prevention initiatives given that in crisis participants relied on services when their sources of psychological resilience had depleted, and they felt unable to cope by themselves.
Second, it is essential for professionals to consider the impact of psychotic experiences on the development of psychological resilience to suicidal thoughts and behaviours. Understanding people's perceptions of their mental health problems and the way they perceive them can help inform interventions. 55, 56 It is important to recognise the effort that individuals are undergoing to develop and maintain psychological resilience, especially at times of crisis when resilience may be low and individuals feel vulnerable. This highlights the need for planning additional mental healthcare support during such circumstances.
